This study involved 1,564 black or white patients diagnosed in 1992 to 1997 with non-small-cell lung cancer, reported to the population-based Connecticut Tumor Registry, who were linked with a statewide hospital discharge database that provided information on comorbid conditions. While only 11.4 percent of patients did not receive surgical treatment (lung resection), this proportion increased with rising age and was higher among patients who resided in a census tract in the highest poverty-rate quintile, were black, not married and had one or more selected comorbid conditions. These associations persisted in logistic regression models that included all of the variables as predictors of surgery. Studies are needed to explain these disparities.
Non-small-cell lung cancer (NSCLC)b comprises 75 to 80 percent of all lung cancers, and about 30 percent of patients are candidates for curative surgical resection [1, 2] . Using data from three population-based registries in the National Cancer Institute's Surveillance, Epidemiology and End Results (SEER) Program, surgical treatment among black or white early-stage NSCLC patients diagnosed in 1978 to 1982 (age less than 75 years) was positively associated with median family income of census tract of residence [3] . In another SEER study, surgery rates among elderly patients were lower in the lowest quartile (vs. the highest three quartiles) of median income of ZIP code of residence, and for black than white patients (independent of various characteristics) [4] . In the latter study, comorbidity was examined only for the small subsample with a hospitalization in the previous year [4] , raising concerns about the degree of control for confounding due to comorbidity [5] . However, versions of the Charlson comorbidity index [6] adapted for use with administrative databases include most conditions coded for the index hospital discharge as well as a prior discharge [7, 8] .
This study used a population-based statewide cancer registry and a statewide aTo whom all correspondence should be addressed: Anthony [9] , and analyses of inpatient hospital admissions can be useful as a first step [10, 11] 10) , which is not considered standard (non-palliative) therapy [2] .
The principal diagnosis and up to nine other diagnoses are coded in the HDD, using the International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM). For the first admission that linked between the two databases, all codes were searched for clinically important comorbid conditions, or those conditions having some effect on short-term survival, derived from the Charlson comorbidity index [6] adapted for administrative databases that use ICD-9-CM codes [7, 8] Table 1 .
DISCUSSION
The finding of an association between non-receipt of surgery and black vs. white race, independent of the effect of the association between race and SES, supports the results of previous studies using different age groups of NSCLC patients [3, 4] . The adjusted OR in Table 1 adjusts for confounding due to the association between race and SES, in examining the association between race and surgical resection. This finding should be interpreted with caution, however, because of the small sample of blacks (Table 1) and "residual confounding" or inadequate control for SES in comparisons of healthrelated outcomes in blacks and whites [17] . The higher proportion without resection among unmarried than married patients, consistent with findings from a study of elderly NSCLC patients [18] , could reflect residual confounding with SES and/or a direct role of the spouse in decision-making, as well as differing perceptions of providers regarding availability of post-operative convalescent care for patients who differ in marital status.
A study limitation is underestimation of comorbidity from hospital discharge databases in comparison with medical record abstraction [10, 11] Another study limitation is the use of an ecologic rather than an individual indicator of SES. However, the ecologic indicator was available for almost all patients, whereas income of individual patients in interview studies is often unknown (e.g., 40 percent of patients in one report) [19] . The unit used in this study was the census tract, which is the same as that in one previous study [3] and smaller than the zip code unit used in another study [4] . Use of even smaller units such as census block group was not feasible but would be of uncertain benefit in estimating the SES of individual patients [20] . In addition, living in high-poverty areas may affect healthcare quality and outcomes through mechanisms independent of those involving individual SES [21] .
Studies of NSCLC are needed in other geographic areas, and should include larger numbers of patients in high-poverty areas, more-detailed assessment of patient comorbidity, and both individual and ecologic indicators of SES. Both patient preferences and physicians' perceptions of patients based on patient characteristics [22, 23] should be explored as possible explanations for disparities found in this study.
